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MAP 10-P (Rev. l-2000)

KENTUCKY MEDICAID PROGRAM
Personal Care Assistance Waiver Services

TO:

AGENCY:

ADDRESS: ___.

PHONE:

PHYSICIAN’S RECOMMENDATION

I recommend the Personal Care Assistance Waiver Services Program for:

CLIENT:

ADDRESS:

SOCIAL SECURITY#

DIAGNOSIS(ES)

PHONE:

MAID#

I understand that the Personal Care Assistance Waiver Services Program includes
the following services, provided as needed: assessment / care planning, reassessment,
case management, personal care assistance (which includes a business agent
function), and program coordination.

I certify that if Personal Care Assistance Waiver Services were not available,
nursing facility placement shall be appropriate for this individual in the near future.

PHYSICIAN’S NAME: UPIN#

ADDRESS:

PHONE:

SIGNATURE DATE
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P LONG TERM CARE FACILITIES AND HOME AND COMMUNITY BASED PROGRAM
CERTIFICATION FORM

I. ESTATE RECOVERY

Pursuant to the Omnibus Budget Reconciliation Act (OBRA) of 1993, states are required to recover
from an individual’s estate the amount of Medicaid benefits paid on the individual’s behalf during a
period of institutionalization or during a period when an individual is receiving community based
services as an alternative to institutionalization.

In compliance with Section 1917 (b) of the Social Security Act, estate recovery will apply to nursing
facility long term care services (NF, NF/BI, ICF/MWDD),  home and community based services that
are an alternative to long term care facility services and related hospital and prescription drug
services.

Recovery will only be made from an estate if there is no surviving spouse, or children under age 21,
or children of any age who are blind or disabled.

I certify that I have read and understand the above information.

Signature Date

-II. HOME AND COMMUNITY BASED WAIVER SERVICES .FOR THE AGED AND
DISABLED, PEOPLE WITH MENTAL RETARDATION OR DEVELOPMENTAL
DISABILITIES, MODEL WAIVER II, BRAIN INJURY WAIVER

A. HCBS - This is to certify .that l/legal representative have been informed of the HCBS waiver for
the aged and disabled. Consideration for the HCBS program as an alternative to NF placement
is requested ; .is  not requested .

Signature Date

B. This is to certify that l/legal representative have been informed of the home and community based
waiver program for people with mental retardation/ developmental disabilities. Consideration for
the waiver program as an alternative to ICF/MR/DD  is requested ; is not requested

Signature Date

C . MODEL WAIVER II - This is to certify that l/legal representative have been informed of the Model
Waiver II program. Consideration for the Model Waiver II program as an alternative to NF
placement is requested ; is not requested

Signature Date
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D. BRAIN INJURY (BI) WAIVER - This is to certify that l/legal representative have been informed of
F, the BI Waiver Program. Consideration for the BI Waiver Program as an alternative to NF or

NF/BI placement is requested ; is not.requested .

Signature Date

-- ---- ------

III. FREEDOM OF CHOICE OF PROVIDER

I understand that under the waiver programs, I may request services from any Medicaid provider
qualified to provide the service and that a listing of currently enrolled Medicaid providers may be
obtained from Medicaid Services.

Signature Date
- - - - B - - m - -

IV. RESOURCE ASSESSMENT CERTIFICATION

This is to certify that l/legal representative have been informed of the availability, without cost, of
resource assessments to assist with financial planning provided by the. Department for Community
Based Services-

Signature Date

V. RECIPIENT INFORMATION

Medicaid Recipients Name:

Address of Recipient:

Phone:

Medicaid Number:

Responsible Party/Legal Representative:

Address:

Phone:
- - - - - - - - - - - - - - - - - - - -

Signature and Title of Person Assisting with Completion of, Form:

Agency/Facility:

Address:





MAP- 41 OOP (Rev. 01/2000)

PERSONAL CARE ASSISTANCE WAIVER SERVICES
PROVIDER INFORMATION AND SERVICES

PROVIDER NUMBER: I

AGENCY NAME:

AGENCY ADDRESS:
STREET OR P.O. BOX

CITY, STATE, ZIP CODE

FROM THE FOLLOWING LIST, PLEASE CHECK EACH SERVICE FOR WHICH
YOU WILL BE SUBMIlTING  CLAIMS:

1. Case Management .
(If this item is checked, this provider may bill for no other services)

2 . Personal Care Assistance/ *Business Agent Function
CPayroll  and accounting function for paying the personal care assistant)

3 . Personal Care Program Coordination

By signing below I,
Authorized Representative

1 cerfify that fhis

agency is capable of and agrees to comply with the conditions for participation

established in the Personal ,Care Assisfance Services Waiver and regulation

907 KAR 7:090. In addifion, I cettify  that all sfaff shall meef all training

requirements prior to fhe provision of services.

SIGNATURE OF AUTHORIZED REPRESENTATIVE I TITLE DATE





-9 (REV 12/95) COMMONWEALTH OF KENTUCKY
CABINET FOR HUMAN RESOURCES

KENTUCKY MEDICAID PROGRAM
PRIOR AUTHORIZATION FOR HEALTH-SERVICES I

1. Med. Assist. I.D. No. 2. Recipient Last Name: 3. First Name: 4. M:I.
I IIIIlllI

Ten Digits
5a: Provider Number 6a. Provider Name. Address, and Phone Number
I llllllII

7. Co. # of Recipient
Residence:

Einht  Diaits
5b; Provider Number 6b. Provider Name, Address, and Phone Number
I llllllll

Eight Digits
9. Primary Diagnosis:

10. Secondary Diagnosis:

Signature of Provider. 1 Date: I n  orderCaution: r for you to receive payment,

8. Date of Delivery
(if already delivered)

11. Date of Birth

m--
MM DD YYYY

I

I

; 12.
~ tine
N o .

iC B and Model Waiver Providers enter Approximate Total Monthly Charge: I

13. Procedure/ Supply Description

=I=

the recipient must be eligible on the date of
service.

Check The Medicaid Card.
16. Usual and 17. Medicaid 18.
Customary Action Approved
Charges A =Approved Amount’

D=Disapproved
I

I

i

i

$

20. Reason For Denial:
DO NOT WRITE BELOW THIS LINE

21.. Other Comments:

22. Prior Authorization Number: 23. Approval Dates:

From:
Mailroom  Use:

Through:

‘Not used by
/--.
I

H.C.B Waiver/Model Waiver
‘we  of Medicaid/Prior Authorization Respresentative:

24. Type of Service Authorized:
40 DME
41MODEL W A I V E R

45EPSDTlSPEClAL SERVICE
46H O M E  H E A L T H
52H . C . B .
52 8 53 H.C.8 & A.D.C

?r2 DENTAL
, I*THE&.-. . .

_  .__..

Date:

‘lease refer to your billing instructions for the appropriate address.





Client
PLAN OF CARE

Initial Date of Plan of Care
Page 1 of 2

E s t i m a t e d  D u r a t i o n
IDate  Reassessment Due
Continuation of Plan of Ca

IcJqtified  Problem or
.ed (Describe in
.nctional terms)

Physical: (health:
nutrition; ADLs:  IADLS)

I ,cal  aides/
en;ironment:
(equipment/
household)

late

Goals

Enhance/or maintain client
- in current living arrangement

- Establish/maintain
personal hygiene

- Enhance or/maintain highest
level of functioning

-  Other

-  Establish/enhance/maintain
clients nutritional status

-  Establish/enhance/maintain
cl ients independence

-  Establish/enhance or
maintain a clean and safe
e n v i r o n m e n t

-  Other

Services

PERSONAL CARE
Bath (sponge, tub)

Nails
- Bed making

- Hair/shampoo
- Mouth Care.
-T e e t h / D e n t u r e s

Tra;;zr  p a t i e n t s  t o

Assist with walkingAssist with walking
Assist  w!th  d r e s s i n gAssist  w!th  d r e s s i n g
;%&wrth  torletrng;%&wrth  torletrng

E x e r c i s eE x e r c i s e
O t h e rO t h e r

ESCORT

NUTRITION
T e a c h i n g

Home Delivered
Meals.

Frozen Meals
Meal,Preparation
Co&gFgate  M e a l s

HOMEZEALTH AIDE

Exercises
Skin Care
Ds .
Dia%etic  routine
Foley cath.  care
Appliances

b
A;;71  Iambs)

HOMEMAKER
Laundry

::%$&p$Iustd

1 Bathroom

- ki%!n
Daes
Teaching

CHORE

H O M E  R E P A I R

Provider Formal/Informal

Units/time funding source

_ Units of PC
_ x weekly
Day
Funding

_ Units of PC
_ x weekly
Day
Funding

_ Units of escort
_ x weekly
Day
Funding

_ Units of meals
_ x weekly
Day
Funding

_ Units of meals
x weekly

D a y
Funding

_ Units of HHA
_ x weekly
Day
Funding

_ Units of HM
x weekly

D a y
Funding

_ Units of HM
x weekly

D a y
Funding

_ Units of Chore or Home
Repair

x weekly
D a y

Funding



PLAN OF CARE Page 2 of 2

Identified Problem
,r or Need

(Describe)

Social:
(mental/emotional)

comic
,.. .,ame/lack  of
resources)

Other:

Goals

- Enhance/maintain highest
level of functioning

-  Client to be safe and
s u p p o r t e d

- Enhanced quality of life
of the client

-  Enhanced quality of life
of the caregiver

Other

Other

-  Establish/enhance or maintain
client’s ability to support
se l f

Other

Other

Other

Other

__ __
’ I have reviewed and agreed to the care plan.

Services

SOClAL  SERVICES
Referral

z Telephone
Reassurance

V i s i t i n gFriend1
Legal ssistanceK

T r a n s p o r t a t i o n
Volunteer
opportunities

C e n t e rSenior
activites

O t h e r

_ Units ofADC/Alz.  Respite
_ x weekly

RESPITE
Adult Day Center/

Alzheimer’s  Respite OR
I n -Home  Resp i t e i

Reality Orientation IFunding
z Recreational

activities
-  Individuals/groups

Socialization
-  Exercjselgait i Day

E?u’zi$n
Funding

%h:?

_ Units of In-Home Respite
_ x weekly

BENEFITS
A s s i s t a n c e  i n

applying for benefits
G u a r d i a n s h i p /

conservator
Payee

M a n a g e m e n tMoney
T e a c h i n g
Benefits Counseling
O t h e r

gsurance procedure and have received a copy of the agreement.”
c tt I Clients initials
C M a n a g e r , Date
Adult Day Center Director . Date (Adult Day Director
should use different color of ink when completing’Adtilt Day Services if completed on different date.) 7196

Provider
Formal/Informal

Units/time/
funding source

-
_ Units of-
_ x weekly

i
I‘unding

-

_ Units of
-x w e e k l y
D a y
Funding

_ Units of
_ x weekly
Day
Funding

_ Units of
_ x weekly
Day
Funding

_ Units of
_ x weekly
Day
Funding

lave  read and had explained to me the Quality
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.

Assessment f Client Name:
R e s p o n d e n t :

f. PFSICAi HEALTH (Self 12eported) .

h 1 Health Excellent - - Fair Poor

. ’ Please indicate health problems eqerienced  during the past 12 months by checking the block if client
reports problems.

,Anemia  (low blood)
~ArtiuitiS/Rheumatism
,BackProbhns
,amq?r/Leuk~  .
A Circulation Problems
,cirrhosis
_  Constipation
-Dia*  @%4
_ Pod  or Nail Problem

-Gout
- Heart Problems
~HighBloodPlWSUE
-Injuries  from fall/accident
-.Jaundh
-Lung  Problk
~Osteoporosis  (bone loss)
-Paralysis .
~Parkinson’S  Disease (Palsy)

~ProsWsnhrgement
~Recenthrgery

fez?
- Urinary Tract Disorder .
~vertigo@izziness)
-n
-Hepatitis
-h4R!3A  ’
-me  (spedfy)

Medical Conditions or Diagnoses:

r”vou receive any of the following treatments Or thertipies?  Check all  that apply. .

-Inhalation  Rx
-oxygen.
~sucfioning
,LV.  fluids
~Tube  feedings
_ Aseptic dressing
_ L&on irrigation
-J.rl&htherapy
1 Decubitus care

i- -Spskincare s . -  A.&b.-Trans. trhning
k. ~spfootcare t ~l3cercise

J- -  Cathetq  Irrigation lL -Blood tranfusions
m.-Osfx3mycare V . -ma  (specify
IL -  Bowel-bladder rehabiitafion
0 . -LV.  medicin&

P - -  P . T .
q--O-T.  .. Providers’
r. -S-T.

weight Height

XXOh4Y URJNARY.CA~
Do you sm6k6, dip or chew tobacco? .
SkinCondition-  - S o f t --Dry,  . _ . -.M*ey - Intact

- Broken - Reddened -Rash

&es  on Health Conditions

-

0 Edition
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. PHYSICAL HEALTH (Gmtinued)
Client  Naqe:

Medications
(prescribed and over the counter)

uledic.he Dosage Frequency~

.

Pu.qose Doctor

.

.
&i&ion  al lergies

cohol  and Drug Assessment

!lowin
lCX??A&

is a list of @4esfions. The questions re er to your exjmi&es over fhe  Zasf &o years.
fhol,presai tin andotherdru use. n these.

The questions

iskq presazption  Yugs refers foB med?cdihs pms
iwns,  alcohol refers to beoerages  such a3 wine, beer, *.
by a doctors; ouer-the-counter  medications means

ciicdons  you cm purchase without prescription; o&r  drugs refm  fo illegal drugs. There  are no right or wrung
>x-lms.

Y E S  N O
DoyoudrinkakohoI?
How often?
What do you drink?
Do you use other drugs?
brow  often?
jVhatdrugs?

- -  -

‘- -

Ez ASSE?SSOk  If the response to anypf the items l-2 is yes,
(If all responses to the above questions  are no, please en%

rqceed  to the foBllo-  set of
. thm  part of the mntemew.)

Iat:  the following questions to the substances  which  the client an&vered  positively to .in the above
estzons “l-2”. For TpIe<  if a client  onl
;@I??  drugs, then question  #3 would%

‘respond.ed  to’  “‘es” to drinking,  and “no” to presuiption
e read hke tcuS:\Has  your use of alcohol caused you a

0 Edition



Client  Name

ILPHYSICAL  JaALTH (Continued)
.YES  * NO’.

p”Ias your use of alcohol, prescription drugs or other drugs
caused you a problem?

_

a. What type of problem do you have?

4. Have you had any problems related to alcohol,
prescription drugs or other dru

B (7
use e.g., liver disease,

ever had blackouts or memory osses). A

5. Have you felt .you should cut down on your drink&, _

lias
rescription drugs or other drug use?

anyone (e.g., family member, friend, doctor)
expressed concern that
prescription drugs or 0w

ou used- too much alcohol,
er drugs?

6. &ve you used prescription medication without a .
prescription or more than was prescribed for you?

7. Is a referral for treatment or counseling needed?

NO

8. How often do you see a doctor?
Date of your last visit: purpose:.

9. How often do you see a-dentist?
Date of your lastvisitz l?uJpse~

r D o y o u w e a r d e n t u r e s ? Do they fit well?
Do you have any dental problems?

. Number of times institutionahzed in the rjast6  months? (Where, why, how Iong)
11. Hospital/Eukrgency or Nursing Home

3.2. Are you on a waiting Iist for nursing home pIacement? Yes ‘No-

13.. Would  you say your appetite is. lzkell~t - - --.--Fair P o o r
14 Do you require a diet modification? Y e s No___

Da& physician’s order last Gritten?
-

DIFSMODIFKATlONz~Diabetic  ,FatRestricted  ~SodiumR&rickd  -MechanicalSoft  .-Other
15. How many @asses  of fiquidjfiuid  $0  you drink a day? .

- 16; Has your physkian presaii any supplements? Vitamin/h4ineml
17. Are there foods you do not eat for religious  reasons?

Liquid’

18. Do you have any known food al&k?  If yes, +ain.

19. Is there any diet related  information not previously questioned which should be included?

‘f-,

00 Edition ’



ClientName:  -

SECTION IIL ASSISTIVE DEiKES, SENSORY IMP- AND COMMUhA’IlONS

.

SI&ORY  IMPAIRMENT:

‘-ION  (with glasses ifused) ABILITYTO  TASTE/SkELL COh%MUNICATION
Adequate _ 1;  Nb Complaints . -1.  Communicates needs/can

-2  Difficui+eei.ngprint _ 2 Reduced beunderstood .
-,3.Dif6cul~~obj~ ‘- 3. Grdy  Reduced ~2communica~~wi~
,4.Nousefuliision ,rLAbSW difficuIty/canbe  understood
_ 5. Not determined -3,Communicate5  needs with’-

Sign language/gestures
_ 4. Inappropriate content

Ifciiclient)tses/hasglasses-renses:
When did you last see an eye doctor?
Renewedpre+scripfionfor  g i a s s e s ?  .

_ 5. UnabIe/does  not communicate

HEARING (with hearing aid ifused)
~,l.Adequate
_ i Heaxing  diffkulty  at IeveI

of conversation
-3. Hears loud sounds only
~4NousefuIhearing
_ 5. Not de&mined .

TOUCH-
_ 1. Numbness or tir@ng

inextremities
_ 2 Unusually sensitive or

or intolerant Jo  heat or cold

‘IfcIienthashearingai&
When did you last have a hearing test?

.

ke
evahlationneededforrmpairment?~  *

‘00 Edition



/%CTION  I V .  PHYSICALENVIRONMENI’  .  .

&es in:  House- Apartment __ Other-
client owns- Renfs($ubsidy)- O t h e r - . .
.Landlord:  Name:

Address:

Tele&one:

Amount of rent:
utilities:

Comments:

. .
ent satisfied with present living Grangements? Yes __ N O -. .

DoescIient plan to move? Yes-  No- _
Plans

Doescknthavepets?  Yes-  No- Ifyes,whatkind?  . -
Indoors -
Outdoors

-comments
P.

- .

i /OO Edition



Uient  Nami
SECTIONV.  FORMAI@FORMALRESOURCEi  .

~ If you have a cakgiver,  how has your illness or disqbiity  affected the Wegiver?  - .

SUPPORT SYSTEMS
hfOlTll~

‘Name/Relationship

fhrma&
AgezicyfWorker

POTENTIAL SYSTEMS
+m$ReIationship

1 /OO  Edition

Addres’s .- Phone #

.

Address Phone#  .

Address Phone # . _

.



SECIIONV.  (Continued) . .
. . ,

~obbies/special  interests
(In-home/out-of-home)

.

If no longer active  with hobby, how long ago did &ent stkpactivity  and why? .’ .
- .

Participation at Senior’ Center or Adult Day Center:

Former Ocqxpation:

.LUNTEERAcTIvITIES
Present:

.

. .

Would you like an oppo$.mity to v&n&r  if!  some.&pacity?

-

FAMILYINTERACTION:

.

RELIGIOUS AFFILIATION: . -
Attends Services:
Kas In-Home Visits from Cleqg or Congregation:

i nTo: RadiqITV Sqxicesz

.

l/00  Ed@ion



CTIONVL  MhNTAl.,&MOTIONALSTATUS  _ .
Client’s Name

. .
he$ent  has responded to the request for information for this assessment - beginning with the intake
I-* as responded’appropriately and accurately, the assessor can go to the ‘“need  help at night” .

AL Enter N/A if the assessor does not complete the Mental Status Questionnaire and initial

N/A Case Manager/Assessor I@ials

kdal Sfatrrs  (3uestionnuire

Where are you now? What place is this?
What is the name of this place?
Where is it loc&d(address)? .
at is the date today? bay?
(Score correct if within three days)
Month?
Year?
How Old are you?
When were you born? .Month?
Year of bi?
Who is president of the United States?
Who was president beforehim?

. .

CORkECT  E R R O R
.

NJ-&  help at night, ho&  would you obtain it? . .
.

Mental  Health Screening

next quesiions  are minly about ho& you haue  beg aking in the last six monk.
.

We  youhad a lack of interest in most activities, and/or had low . : .
r sad.mood&
Ike  you had brief, sudden attacks of shortness or breath, rapid *
*beat, shaking or fearfulness? (If answered yes, _
isregard if related to medical diagnosis.)
)o you hear or see things other people do not seem to’notice?
b you think someone is reading or controlling your thoughts?
b you think anyone is especially against you?
fav?  you had severe nightmares?
+ve you any thoughts about harming yourself?
10  you want to strike someone or destroy property when you get
.w?

_:Fyou rf?ceived  counseling trgtment  for personal problems or
1 nal stress inthe  p.ast 12 months? .
0 Edition

Yes.No.  ._

--

7
-

-. -

--

--

--

L-



Client’s Name

SECTION lX  (Continued)

,-es, for what reason

Physkian/Agency  providing treatment:
. ..

.

__-

.

Would you bebvilling  to accept assistance to receive treatment?

Describe any behavior problems identified by client  or observed by Case Manager and how it effects
clie.nfs  f u n c t i o n i n g . :

.
.

List recent major changes or cxises  that  may be affecting client;

Comments:

1 /OO Edition



Client’s Name.

SECTIONVIL  SUMMAR YANDJi3DGEkEN-t  ’
,-.

I

--

. . .

_’

Specialized evaluation/consultation necessary  (describe):

l/O0 Edition





CABINET FOR HEALTH SERVICES
COJblMONWEALTH  OF KENTUCKY

FRANKFORT, 4062 l-000 1

DEPARTMENT FOR MJZDICAID SERVICES
“An Equal Opportunity Employer M/F/D’

TO:

FROM:

SUBJECT:

MEMORANDUM

Local Office
Department for Community Based Services
Cabinet for Families & Children

(FaciliiyMkiver  Agency)

(Recipient Name) (Social Security/Medicaid Number)

(Previous Address)

(Responsible Relative’s Name 8 Address)

This is to notify you that the above-referenced recipient

c l
was admitted to this facility/waiver agency

We)
is in Title Payment Status, and was placed in a

(XVIII cr  XIX)

0 NF bed 0 ICF/MR/DD  bed 0 MH bed

0 Home & Community Based Service 0 SCL Waiver Service and/or

0 was discharged from this facility/waiver agency on
WW

and went to ,
(Home Address/Name 8 Address of New FacilityhVaiver  Agency)

and/or expired on
We)

0 was re-instated to Home & Community Based or SCL waiver services within 60 days of the

NF admission.
(Date Re-Instated)

For Home & Community Based waiver Wents  only - last date service was provided
(Date) -

MAP-24 (Rev. 0112000)
(S i inature)


